Activities
Unit 2: Under the Hood: Functions of HIT Systems
A scripted and pre-configured standardized electronic patient encounter in the demo system is crafted to illustrate parts of the patient care process, how different components of an HIT system are called upon during the process, and to emphasize the importance of HIT workflow support. 
 Video Orientation (Optional) 

· Part 1:  Adding a Note to a Visit

· Part 2:  Attaching a Template to a Note

· Part 3:  Working With Templates 

Hands-on Assignment 

In this assignment, students will interact with the CPRS system as a user would during and ambulatory care visit (outpatient).  The focus of this unit is not upon knowledge of clinical nuances, since not all students will have clinical experience.  The focus of this exercise is upon understanding the rationale of WHY certain linkages exist, HOW systems can assist with workflow, and how HIT systems can support efficiency and effectiveness.  Students are strongly encouraged to watch the orientation videos associated with unit 2 prior to completing the assignment.

There are 2 deliverables for this assignment – both are highlighted throughout the document.
Activity 1
Mr. Outpatient Eleven is coming in today (August 28, 2010) for a regularly scheduled primary care clinic appointment.  The appointment already exists in the system.  You will be using the VistA system to help you complete your assessment and to fully complete all of the documentation required.

Keeping in mind the 2 deliverables, - as you walk through this exercise, you should:

· Capture your work for submission to your instructor.  Options for doing this may include using the print screen function (with a cut and paste to a document file or CTRL-C/CTRL-V), or certain software applications such as Screen Print & Capture 32, SnagIT, CaptureWiz, etc.  Many actions have a “PREVIEW” button which an optimal place to do a cut and paste of your work.  Check with your instructor for submission requirements.  

· Make a few brief notes/suggestions of where you thought the software could have been more supportive of the process being undertaken, be specific – and you may want to take a screen picture to illustrate your suggestions to the instructor.  In example, in the video you witnessed the completion of the Mini Mental State Exam.  Why does the system require that the user tally up the results?  A good suggestion for improved support of workflow would be to have the system be able to add up the scores to arrive at the total score instead of putting that burden on the user.

Steps to complete the Activity 1:

1. From within the VistA system, select Eleven, Outpatient and open his record.

2. Change from “Visit Not Selected” to the ambulatory clinic location of “Primary Care, August 28, 2010”.
3. As the clinician, you want to add a new note to reflect your actions in the clinic on August 28th with the patient. Choose “Note” and then “New Note”.

4. Assign “Admission/Eval Assessment” as the title for the new Progress Note (ignoring any warning or error boxes, should they appear).  
5. Change the date of your new Progress Note to match the date of the visit – in this example it will be August 28, 2010 and click OK.

6. A “new note in progress” should appear in the Note box to the left.

7. As the clinician, you choose “Template”, because you know that the exam that you are going to perform on Mr. Eleven has a template that will guide your exam and make the documentation easier.

8. Choose “Shared Template”, and then choose “National Templates” and “Mental Health Templates”.

9. Your goal in today’s visit is to do an MH Abbreviated Assessment, and tend to other needs that Mr. Eleven has during this visit.  Double click “VA MH Abbreviated Assessment” to display the template.  What is then displayed is an institutionally vetted assessment template that guides best practice for the Mental Health Assessment and documentation process.
10. Complete only the parts of the MH Abbreviated Assessment noted below.  Students are to refrain from entering unprofessional data, remembering that all entries are linked to your login.  Data approximating reality is close enough – as it is understood that not all students have a clinical background.

a. Marital Status (married)

b. Presenting Chief Complaint (depression) 
c. History of Current Illness ( example:  “Patient presents with depression of three days duration”)

d. Pertinent Past Psychiatric History, Family, & Medical History (example:  “None” or “Vietnam war vet with significant family issues” or “History of substance abuse”, etc.  For medical history – think about this patient’s current active problem list……)
e. Complete the Mental Status Exam, the Assessment of Danger to Self, and Assessment of Danger to Others.  Note the “fan-out” function. Ignore the rest of the examination.  Again, we are not grading on quality of clinical documentation, understanding not all students will understand the terminology and meaning.  The purpose is to demonstrate HIT support for vetted practices.
f. Scroll to the bottom and click “PREVIEW”.  If you need to make corrections, do so.  
g. If satisfied, highlight all of the material in the PREVIEW box.  When highlighted, click CTRL-C (to copy what is highlighted), open a word document and CRTL-P (or paste) your highlighted material into the document.  Save it for submission to instructor.

h. Click OK at the bottom of the template to transfer the note from the template into the patient’s chart. The results of your MH Abbreviated Assessment will appear in the Note window to the right. As the clinician, you have now completed the assessment and recorded your findings.  
i. Click finish.

j. Verify yourself as the Primary Care Provider in the box that will pop up.
k. Right click in the body of the note to “sign note now”.  Your note will now appear as a “signed” note in the left margin.  Exit the system.
11. Ask your instructor for instructions on how to submit the 2 deliverables: 1.) the screen captures showing your work and 2.) a few brief suggestions for where the system could better support user workflow.

Answer Key for Activity 1

Age: 65  GENDER: MALE   RACE: RACE UNKNOWN  

MARITAL STATUS: Married

                           CLINICAL HISTORY

PRESENTING CHIEF COMPLAINT:  

Unrelenting depression

HISTORY OF CURRENT ILLNESS:

Patient presents with a 3 week duration of significant depression.

PAST PSYCHIATRIC HISTORY: 

Unknown past treatment history.  Patient is a Vietnam Vet with 

significant PTSD.

PERTINENT FAMILY, SOCIAL, AND DEVELOPMENTAL HISTORY:

This patient is separated from his wife and does not have a strong social 

network.  There is an impending layoff at his place of employment.  He 

states he was abused as a child.

PERTINENT MEDICAL HISTORY:

Diabetes and Hypertension

ACTIVE MEDICATIONS:

Active Outpatient Medications (excluding Supplies):

No Medications Found

MENTAL STATUS EXAM:

-------------------

ORIENTATION AND CONSCIOUSNESS:

  lethargic

APPEARANCE AND BEHAVIOR:

  disheveled

SPEECH:

  normal rate/rhythm

LANGUAGE:

  intact

MOOD AND AFFECT:

  affect is congruent with mood

  mood depressed

PERCEPTUAL DISTURBANCE (hallucinations, illusions):

  none

THOUGHT PROCESS AND ASSOCIATION:

  disorganized

THOUGHT CONTENT (delusions, obsessions etc.):

  no unusual thought content

SUICIDAL OR VIOLENT IDEATION:

  suicidal ideation passive without plan, contracts for safety

INSIGHT:

  good

JUDGMENT: 

  good

MEMORY: 

  intact

FUND OF KNOWLEDGE

    Average

ASSESSMENT OF DANGER TO SELF:

--------------------------------------

SUICIDE RISK CHECKLIST:

  Sense of hopelessness, Recent or impending loss of job and/or financial 

support

PROTECTIVE FACTORS:

  Therapeutic alliance with a mental health professional

ASSESSMENT OF DANGER TO OTHERS:

-------------------------------------

No significant risk.

Activity 2
Make a few brief notes/suggestions of where you thought the software could have been more supportive of the process being undertaken, be specific – and you may want to take a screen picture to illustrate your suggestions to the instructor.
Answer Key for activity 2
Example answers could include the bulleted items below, but students may find additional areas to comment upon.  If they are plausible and sensible, instructors should award points.

· In the Abbreviated Mental Health Exam – why can’t the patients “Pertinent Medical History” automatically show up?  I could not remember what it was and then you can’t really get back to the cover sheet to find it.  So, you either have to close out – which causes a big mess – or try your best to remember it and guess.  The medications come in automatically, why not the medical history?  Or at least give you a way to get to it easily – like the ability to open the cover sheet without closing the Exam template.

· In doing the Abbreviated Mental Health Exam – why does it require that the user use the scroll bar to advance to the next item on the list?  I found this very distracting.  I had to stop what I was doing, scroll down and then go back and pick up where I left off.

· If you have to set the date and the location at the beginning, like we did in this assignment why doesn’t stay set to that date? Say like if you forgot to document and came back the next day to put in a note, and you have set the date of the visit back already (August 28th like in this example) why does it default to today’s date?  For example, I changed the date to the 28th, then opened up the new note, chose the ADMISSIONS/EVALUATION note title and said ok.  It put today’s date in, which did not make sense.  It should default to the date that you just set.  I had to delete the progress note and then put it back in for August 28th.

· They should include a spell checker.

· It would be good to have a link from some of the terms to a dictionary or an evidence guideline so that novice users (like a medical student or a nursing student) could refer to the literature to make sure they fully understand the term.
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